Abstract: A Sentinel Health
Introduction
Successful control of occupationally related diseases depends on two factors: recognition and diagnosis of cases by physicians, and the implementation of surveillance, prevention, and occupational control programs. Sadly, both of these factors have historically received inadequate attention.
In a letter-to-the-editor of the New England Journal of Medicine' it was indicated that among 67 physicians, "more than half of whom were board-certified pathologists" and interested enough in pulmonary pathology to take a one week intensive post-graduate course, fewer than 10 per cent (i.e., only six of them) suspected and diagnosed asbestosis in a microscopic section selected so as to demonstrate "a straightforward example of abestosis." This was in sharp contrast to 75 to 80 per cent successful diagnoses in "mystery" cases of non-occupational disease. A recent Annals of Internal Medicine editorial, "Occupational Medicine: Too Long Neglected,"2 further documents the isolation of occupational disease.
Thus, occupational disease, despite its profound impact directly and indirectly on all of us, continues to remain outside the mainstream of American medicine and health surveillance. For example, occupational disease has always received very little time in the curricula of medical schools. 3 In the introductory course to clinical medicine where the medical student first learns to take a medical history and begins to identify key questions that alert physicians to follow logic trees that may lead to a probable diagnosis, the occupational history is almost totally disregarded. At the present time, the practicing physician is often Indeed, in a recent survey of state vital registrars,5 it was determined that only 12 This approach-in effect identifying and counting the number of preventable tragedies in the health care field-has been successfully used in the past. In the 1930s, for example, every maternal death occurring in New York City was vigorously pursued; pertinent facts were collected and later evaluated by a group of obstetricians. The evolution and implementation of this process was followed by a rapid drop in maternal mortality in the city. is clear that some cases will be associated with occupational exposure to asbestos. However, the major etiologic agent in lung cancer is smoking. Therefore, it is necessary when taking a medical history to consider both occupational and non-occupational factors. This distinction becomes more difficult when death certificates are used for surveillance purposes since no history is available. However, the occupation or industry of the decedent as recorded on the death certificate may indicate a possible association between the cause of death and the decedent's employment history. For this reason we have listed these occupations and industries in Table A -(O).
The Table  Table A -(O) lists occupational disease sentinel health events. It is arranged in order of ascending ICD code number and encompasses 50 ICD rubrics. In addition to ICD rubrics, etiologic agents or processes, and I/O information, the Table  also indicates whether or not the manifested unnecessary disease, unnecessary disability, and/or unnecessary untimely death can be controlled by prevention and/or treatment.
As an example, ICD 011, pulmonary tuberculosis, is a preventable disease (denoted "P" in the appropriate column), whereas unnecessary disability and untimely death from pulmonary tuberculosis can be avoided through both prevention ("P") and treatment (denoted "T" in the appropriate column). In the Table, an "O" has been affixed behind the condition's name when further I/O information is needed to establish the relationship of disease to occupation.
The Table may be entered via multiple routes contingent upon the parameter of interest. For example, a physician interested in the health effects of benzene may quickly scan the agent column for all entries pertaining to benzene. Similarly, a physician concerned with health effects seen among coke oven workers may rapidly note these effects by focusing on the I/O column.* Utility There are three facets to the utility of the SHE(O) list. The first relates to its application as a surveillance tool, the second to its value for the practicing physician, and the third to its value as a periodically updated compendium of occupationally related diseases.
As a routine surveillance tool, the list's practical attraction lies in the fact that all sentinel events are linked to an ICD code. Since almost all the available medical data sets (e.g., State Vital Registries, Social Security disability awards, hospital discharge records) are coded by ICD, rapid data processing of these data sets is possible with the appropriate software. As mentioned, one current drawback to the use of these data sets is the general lack of I/O information. While this fact has little impact on the use of those SHE(O)s which are inherently occupational (e.g., coalworkers' pneumoconiosis), it has important implications for those SHE(O)s where this further I/O information is * It should be noted that the so-called 'E-codes' (those ICD rubrics which address the classification of accident-associated events ascribable to external causes) are not included in this Table. Most accidental injuries and deaths occurring in an occupational setting will be classified within these codes. Exclusion of these codes from this Table was for brevity's sake and due to the self-evident occupational relatedness of their occurrence. A compilation of these codes is available, however, and will be provided to interested individuals upon request. As an episodic surveillance tool, the SHE(O) list may serve as a screening device for occupationally related diseases. When an SHE(O) occurs, the death certificate should be forwarded to state occupational safety and health officials or the epidemiologist where appropriate. A study of these selected events may indicate where follow-up is desirable and every effort should be made to be sure that this is done. In the absence of mandatory occupational disease reporting in states, cooperation may be arranged between hospital administration and staff to attempt to obtain similar information from hospital discharge records.
The Table may Effective control of occupational disease cannot be successful without the active collaboration of those practicing physicians who are responsible for suspecting and diagnosing occupational disease in their patients. Such collabo-ration could be accomplished if, in the near future, medical education in the medical schools and in the hospitals brings occupational medicine into the mainstream of American medicine.
Finally, the list provides a powerful heuristic framework upon which to build. As a tool for researchers, Table A-(O) can provide insight into priority setting and decision making in occupational safety and health research. Periodic review and updating of this table is anticipated as our knowledge of occupational disease expands.
Results
In 1965, about 4.5 out of every 100 deliveries were performed by cesarean section; this rate rose steadily over a decade and a half to 17.9 per 100 deliveries in 1981. Before we had seen the 1981 rate, we wondered whether the upward trend had abated; but now we have concluded that the 1980 rate of 16.5 was slightly understated due to sampling variation. The rate increase from 1965 to 1981 has been threefold for women over 30 years of age, and higher than fourfold for women under age 30 (Table 1 and Figure 1 ). The continued rising rate of cesarean sections for younger mothers may lead to still higher rates in the future since most of their subsequent births will be cesarean sections to the extent that the "once a section, always a section" norm prevails. Table 2 shows that nationally, larger hospitals have higher cesarean section rates, but within regions, rates are more variable by hospital size. Also, proprietary hospitals have the highest rate (22.0), followed by voluntary non-profit hospitals (18.5), and city, county, and state government hospitals (15.4) . This relative ranking has been observed for the past decade.
In 1981, the mean stay in hospitals for all deliveries was 3.7 days, 6.2 days for cesarean sections, and 3.1 days for vaginal deliveries (table not shown). The longer stays for cesarean sections plus the accompanying surgical fees have important cost implications for patients and providers of health insurance.8 Blue Cross as an expected source of payment was indicated for 213,000 of the 701,000 cesarean sections which occurred in 1981 (Table 3) . Other private or commercial insurance covered 297,000 cesarean section deliveries. The national pattern persists within regions and is similar to that observed in several previous years.
